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Legislative Actions
Successful implementation of prevention measures generally requires continuing educational efforts and may require legislative mandates as well (e.g., Walton, 1982; Margolis et al., 1988; National Committee for Injury Prevention and Control, 1989; Runyan and Runyan, 1991; Cote et al., 1992). The federal Poison Prevention Packaging Act, passed in 1970, succeeded in reducing the number of ingestions of toxic substances and associated deaths; by 1978, the death rate from poisoning was less than half what it had been at the time the law was passed (Walton, 1982). Child restraint laws, which have been enacted separately by each state, have been found to reduce fatalities in motor vehicle collisions (Agran et al., 1990)2 and to reduce the number of head injuries requiring hospitalization (Margolis et al., 1988).
Efforts to ensure that responsible adults can provide immediate assistance in the event of an emergency have resulted, in some places, in legislative or administrative requirements for specific training. California, for example, now requires that all teachers have CPR training (California Education Code, § EDC44261, c. 307,1) 2, 1991), and Virginia requires that two staff members in each school be trained in first aid and CPR (Commonwealth of Virginia, 1989). Individual states and localities will need to evaluate the appropriateness and cost-effectiveness of such steps for their specific circumstances. Even with a legislative mandate, however, lack of funding to implement training programs or lack of enforcement can keep such laws from having much impact.
Legislated requirements for the use of bicycle helmets have been particularly successful in increasing the proportion of children who use them (Cushman et al., 1991a,b; Cote et al., 1992; Pendergrast et al., 1992). Over a one-year period in two adjacent Maryland counties, an education program raised helmet use from 8 percent to 19 percent in one county, but legislation requiring helmets brought use from 4 percent to 47 percent in the other county (Cote et al., 1992).3 Five states (California, Massachusetts, New Jersey, New York, and Pennsylvania) have now passed legislation on helmet use (Feely, 1992). Even legislative action may be limited in scope, however: California's helmet law applies only to children less than 5 years old or less than 40 pounds who are bicycle passengers, not to older bicycle riders who are, nevertheless, at risk for serious head injury (Kamela and Denies, 1991).
Meeting Local Needs
To be most effective, public education programs should address both a core of universally appropriate material and issues of specifically local concern. Guidance in using the EMS system, for example, must always takeant safety measures, including a child safety component; and to improve motorcycle safety (NHTSA, 1990b). The NCIPC addresses a broad range of injury risks including falls, drowning, poisoning, burns, and injuries due to violence (CDC, 1992b), and MCHB supports projects to prevent violence and various unintentional injuries.rough Hill-Burton and the disease-category approaches of RMPs.e affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
